Thirty years into the human immunodeficiency virus (HIV) epidemic in the United States, an estimated 50,000 persons become infected each year: highest rates are in black and Hispanic populations and in men who have sex with men.
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Physicians should claim only the credit commensurate with the extent of their participation in the activity. Learning Objectives: Educational objectives. On completion of this article, you should be able to (1) describe briefly the current epidemiology of human immunodeficiency virus (HIV) in the United States, (2) summarize current status of testing for HIV in the United States, (3) explain the Centers for Disease Control and Prevention's revised recommendations for HIV testing in health care settings, (4) discuss potential barriers and solutions to the implementation of the Centers for Disease Control and Prevention's revised recommendations for HIV testing in health care settings, and (5) articulate the potential benefits of antiretroviral therapy. Disclosures: As a provider accredited by ACCME, College of Medicine, Mayo Clinic (Mayo School of Continuous Professional Development) must ensure balance, independence, objectivity, and scientific rigor in its educational activities. Course Director(s), Planning Committee members, Faculty, and all others who are in a position to control the content of this educational activity are required to disclose all relevant financial relationships with any commercial interest related to the subject matter of the educational activity. Safeguards against commercial bias have been put in place. Faculty also will disclose any off-label and/or investigational use of pharmaceuticals or instruments discussed in their presentation. Disclosure of this information will be published in course materials so that those participants in the activity may formulate their own judgments regarding the presentation. adolescents were diagnosed as having HIV infection; of these, 79% of diagnoses were in males and 21% were in females, a ratio that was stable from 2007 through 2010. 3 Some populations are particularly burdened by HIV and account for a disproportionate number of cases owing to social, economic, and demographic factors, such as stigma, discrimination, income, education, and geographic region. 4 The percentage of HIV infection diagnoses in adults and adolescents exposed through male-to-male sexual contact increased from 55% in 2007 to 61% in 2010, and this was the only group to experience an increase during those years. The percentages of diagnosed HIV infections attributed to injection drug use (IDU) (8%), male-to-male sexual contact and IDU (3%), and heterosexual contact (28%) remained relatively stable from 2007 through 2010. Gay and bisexual men and other men who have sex with men (MSM) are the most severely and disproportionately affected by HIV. Although composing only an estimated 4% of men, 5 MSM accounted for 77% of new HIV diagnoses in men in 2010. 3 Black individuals are the most affected racial/ ethnic group, comprising 14% of the population and 44% of estimated reported cases in 2010 in the 46 states and 5 US-dependent areas with long-term confidential name-based HIV infection reporting. 3 Hispanic adults and adolescents are also disproportionately affected by HIV. Hispanics/Latinos represent approximately 16% of the population but accounted for 22% of new HIV diagnoses in 2010. 3 In 2010, the estimated rate (per 100,000 population) of HIV infection diagnosis for black males (116.0) was more than 7.5 times higher than the rate for white males (15.3) and more than 2.5 times higher than the rate for Hispanic/Latino males (44.7). For female adults and adolescents, the estimated rate of HIV infection diagnosis for blacks (41.7) was approximately 20 times higher than the rate for white females (2.1) and approximately 4.5 times higher than the rate for Hispanic/Latino females (9.2). 3 
HIV TESTING IN THE UNITED STATES
In 1985, when the US Food and Drug Administration approved the first tests for the detection of antibodies to HIV, the primary purpose was to screen blood donations to prevent HIV transmission from blood transfusion. 6 To dissuade persons from using blood donation centers to obtain an HIV test, HIV counseling and testing programs based at "alternative testing sites" were established to provide these services. During the past 25 years, HIV testing has become more widely available and acceptable.
Since 1987, numerous national surveys have been conducted to estimate the proportion of US adults who have ever received an HIV test. Although the sample populations and methods have varied, the results for various periods have been consistent across surveys. By the late 1980s, 1 in 6 adults in the United States had been tested for HIV. 7, 8 As access to HIV testing services increased, by the mid-1990s estimates of the percentage of adults in the United States who had been tested for HIV, excluding via blood donations, ranged from 31% to 40%. 9 Between 2000 and 2006, the percentage of adults who had been tested for HIV remained at approximately 40%, and since then, there has been a gradual increase to approximately 45%, leaving 55% of adults in the United States who have never been tested for HIV (with considerable variation by demographic groups). 10 Although most HIV/AIDS cases in the United States continue to be in males, a higher percentage of women report HIV testing. In 1985, 92% of AIDS cases were in men, 11 and HIV/AIDS was viewed as a disease affecting primarily MSM and IDUs; by 1988, HIV testing was higher in men than in women. 8 As HIV infection became more prevalent in the heterosexual population, HIV testing significantly increased in women. A variety of factors may have contributed to this increase, including women accessing medical services more frequently than men, clinicians being more comfortable offering an HIV test to women, and the CDC recommending HIV screening for all pregnant women in 1995. 12, 13 In the 2002 National Survey of Family Growth, a higher percentage of females (57%) reported HIV testing than males (47%), 7 and in the 2008 National Health Interview Survey (NHIS), 48% of women and 41% of men reported ever being tested for HIV. 10 Testing for HIV also has differed significantly by race and ethnicity during the epidemic. In 1988, a greater proportion of white adults (17%) reported having been tested for HIV compared with black (14%) and Hispanic (14%) adults. 8 By 1999, percentages of HIV testing were higher in black (46%) and Hispanic (33%) individuals than in white individuals (29%), and these patterns have persisted. 14 In 2008, 62% of black individuals, 48% of Hispanic individuals, and 41% of white individuals reported ever being tested for HIV, 10 with comparable percentages reported in other surveys. 15, 16 A key driver of testing during the past 25 years has been recommendation by the CDC regarding who should be tested for HIV. Early in the epidemic, HIV testing in the United States was predominantly recommended for persons considered at risk for HIV infection, and HIV testing programs primarily targeted persons who regarded themselves to be at risk. In 1988, 1 in 3 adults who acknowledged at least one risk behavior (from a list of behaviors) for HIV infection had received an HIV test, 8 a percentage twice that in adults overall. In the 1995 NHIS and the 1996 National Household Survey on Drug Abuse, 70% of adults at increased risk (eg, those who have sex with an at-risk partner, IDUs, and MSM) reported that they had ever been tested for HIV. 9 In 1995, 48% of females aged 15 to 44 years at increased risk for infection reported being tested for HIV, and by 2002, this percentage had increased to 68%. 7 The NHISs conducted in 1999 and 2008 showed little change in the percentage of persons aged 18 to 64 years who reported an HIV risk factor and had been tested for HIV, approximately 72% in both surveys. 10, 14 A high percentage of the populations at greatest risk for HIV infection, MSM and IDUs, report that they have been tested for HIV. Recent data from the CDC's National HIV Behavioral Surveillance surveys indicate that 90% of each of these populations report ever being tested for HIV. 17, 18 Given the continued transmission of HIV in these populations, particularly MSM, testing more frequently than once a year may be needed to identify undiagnosed cases earlier in the course of infection and to link infected persons to treatment services. 19 Rates of HIV testing are higher in regions where disproportionately affected populations are greatest. Data from the Behavioral Risk Factor Surveillance System in 2001 and 2008 have documented that the percentages ever tested and recently tested (within the past 12 months) were typically higher in states with high AIDS case rates.
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THE CRITICAL ROLE OF HIV TESTING IN CURBING THE HIV EPIDEMIC
Testing for HIV plays a prominent role in the National HIV/AIDS Strategy released by the White House in July 2010. 21 As shown in the Figure, of the estimated 1.2 million persons living with HIV in the United States, 80% are aware of their infection, 62% have been linked to HIV care, 41% stay in HIV care, 36% are receiving antiretroviral therapy, and only 28% have a suppressed viral load. 19 Transmission rate modeling estimates that the 20% of persons living with HIV who are unaware of their infection account for 49% of HIV transmissions. 22 To prevent further HIV transmission, improve the quality of life of persons with HIV, and reduce disparities associated with HIV infection, intensified effort is needed to increase the percentage of persons at each stage of this continuum of care. Increasing HIV diagnoses is the first step in this critical process.
After testing, it is important to immediately link newly identified HIV-positive persons to care so that their disease status and need for treatment can be evaluated. Between 2005 and 2007, 41.4% of persons with a new HIV diagnosis from the 37 states with name-based reporting systems had no CD4 cell count reported within 12 months, indicating that they were likely not receiving care for their HIV infection. 23 In addition, 33.8% of those with a new diagnosis had a CD4 cell count of less than 200/L, which since 1993 has indicated an immunologic diagnosis of AIDS. 24 Such a low CD4 cell count at the time of HIV diagnosis indicates that HIV was first identified late in the course of infection. 23 Despite the increase in HIV testing during the first 30 years of the epidemic in the United States, an estimated 236,000 persons with HIV are unaware of their infection. 2, 25 The CDC has continued to promote HIV testing in the US populations and specifically in persons disproportionately affected by HIV. In 2003, the CDC launched an initiative to increase access to early diagnosis and to services for persons with HIV. 26 In 2006, the CDC revised the recommendations for HIV testing for adults, adolescents, and pregnant women in health care settings to reduce barriers to providing HIV testing. The major modifications included the following recommendations: (1) opt-out testing should be provided unless the patient declined, (2) persons at high risk for HIV infection should be screened at least annually, (3) informed consent for medical care should cover HIV testing on the same basis as other diagnostic or screening tests, (4) prevention counseling should not be required in conjunction with HIV testing for diagnostic or screening purposes, and (5) HIV screening should be a routine component of prenatal screening. 27 These guidelines encourage physicians to incorporate HIV screening into clinical practice for all adults, regardless of risk, when the prevalence of undiagnosed HIV infection is 0.1% or greater and to offer HIV screening to high-risk persons more frequently. The recommendations also seek to reduce barriers associated with determining risk status and the requirement for prevention counseling to the extent that this was a barrier to testing. In 2007, the CDC funded the Expanded HIV Testing Initiative, under which 25 health departments were funded to facilitate HIV testing and increase diagnosis of infection in disproportionately affected populations, especially nonHispanic black individuals. 28 The increase since 2006 in the percentage of adults tested has coincided with CDC efforts to promote HIV screening and earlier diagnosis of infection. The use of point-of-care rapid HIV tests and reduced barriers to HIV testing have enhanced the ability of providers to conduct testing in settings in which time can be a limiting factor, such as jails 29 and clinical and acute care settings. [30] [31] [32] Through the Expanded HIV Testing Initiative, nearly 2.8 million tests were performed, many of them in clinical settings, and more than 18,000 people were newly diagnosed as having HIV infection. 28 
BARRIERS TO ROUTINE HIV TESTING IN THE HEALTH CARE SETTING AND POTENTIAL SOLUTIONS
Health care professionals in the United States have been slow to implement the 2006 CDC recommendations for HIV screening of individuals aged 13 to 64 years. For example, only 33% of community health care personnel from Massachusetts incorporated HIV screening into their practices. 33 In another study, only one-quarter of eligible patients in an emergency department were offered HIV screening, 34 and less than 5% of adults seen in an emergency or urgent care setting were tested for HIV. 35 These studies demonstrate that significant barriers to implementation of universal HIV testing in health care settings in the United States still exist. These barriers are multifactorial and complex and require a multipronged approach and strategy to overcome.
Physician Awareness and Perception
Inconsistent levels of awareness of the 2006 CDC recommendations for universal HIV screening among health care professionals in the United States have created perceived barriers to implementing the recommendations. Among medical directors and administrators from non-Ryan White-supported community health centers in Massachusetts, only 27% were aware of the CDC recommendations compared with 60% in Ryan White-supported centers. 36 Most health care professionals surveyed also believed that they needed to obtain written consent and provide counseling before obtaining an HIV test. Physicians also expressed concerns that patients would not have time to reflect on the significance of an HIV test and make an informed decision about whether to accept the testing. 37 Health care professionals also report feeling insecure about broaching the topic of HIV testing with their patients, particularly those from low-risk backgrounds, citing that discussing HIV testing would be uncomfortable for the patient and might damage the patient-physician bond. 36 Physician were also concerned that they would not receive support from the administration at their health care facility to initiate HIV screening, believing that it would be regarded as more of a burden than a help. Moreover, many physicians did not feel equipped to answer all the patient's questions regarding HIV testing and did not feel that they were capable of convincing the patient that the test should be performed. 38 The primary solution to overcome this particular barrier to HIV testing is education. Physicians should be familiar with the CDC's revised recommendations for HIV Testing of Adults, Adolescents, and Pregnant Women in Health-Care Settings and the rationale behind them. Providers should understand that despite the availability of effective treatment, HIV infection remains a leading cause of death and illness in the United States and that substantial numbers of previously unrecognized infections are diagnosed each year. Also, people who are aware of their infection can not only receive treatment that is effective for improving their health and reducing transmission but also adopt behaviors to avoid transmitting their infection to others. Physicians should be informed that the processes and procedures that have previously impeded HIV testing, such as pretest and posttest counseling and separate written consent, are no longer required and that the currently recommended screening for HIV uses an opt-out strategy. This information should be accompanied by an explanation of what an opt-out strategy is together with simulation of how to use it for HIV screening in various clinical settings. The CDC has developed free materials for physicians on these topics. 39 An important component of physician education is correcting misperceptions regarding HIV screening in the clinical setting. Physicians may believe that their patients are at low risk for HIV based on patients' own lack of reported risky behavior but not uncommonly also because of inherent biases related to race, ethnicity, age, sex, and socioeconomic status and their associations with risk of HIV. Physicians may not realize that some patients may simply choose not to disclose high-risk behaviors and that as many as 10% to 25% of people testing positive for HIV had reported no high-risk behaviors before their diagnosis. 40 
Public Awareness and Perception
The HIV epidemic is now more than 30 years old. Although perceptions regarding HIV have improved during the past 3 decades, HIV still carries a stigma that concerns many patients. In a poll conducted by the Kaiser Family Foundation in 2003, more than onethird of people stated that they feared people would think less of them if they were infected with HIV. They expressed additional worry that they would be discriminated against or be seen as morally inferior if others knew they were HIV positive. 41 In a more recent study, patients presenting to an emergency department without a life-threatening illness or psychiatric diagnosis cited fear and denial as the most significant barrier to HIV screening. However, this was reported in less than 5% of those surveyed, with participants expressing overwhelming (Ͼ85%) support for the CDC recommendations to perform HIV screening. 42 Another contributing factor for suboptimal HIV testing in the United States is that many individuals feel that they do not require HIV testing because they have no HIV risks. In fact, when HIV-infected patients were asked why they had not been tested earlier for HIV, the most common answer (69%) was that they did not feel that they were at risk for HIV infection. 43 Patients also expressed concerns about the confidentiality, access, and anonymity of HIV testing in a health care setting. Furthermore, a recent survey of patients in a health care setting demonstrated that most were unaware that 20% of people infected with HIV in the United States are unaware of their diagnosis and that the CDC recommends HIV screening without regard to risk, and they assumed that consent for HIV testing would be overwhelming or intimidating. 44 Education plays a primary role in raising awareness and removing negative perceptions regarding HIV testing among the public. This education can be provided in various forms and at various levels of society. The CDC leads the national effort to promote HIV awareness and prevention in collaboration with other public health organizations and organizations that represent the populations hardest hit by the HIV epidemic. On a regional and local level, community-based agencies, hospitals, clinics, physician groups, and managed care organizations should participate in this national effort and educate their patients and clients about HIV. Schools also have the responsibility of teaching their students about HIV and sexually transmitted infections. Finally, physicians should have the appropriate knowledge and education to be able to discuss behavioral risk factors for HIV and motivate their patients to be tested for HIV.
The public should be made aware of the magnitude of the HIV epidemic in the United States, the persistent substantial numbers of new infections, and the contribution of those who are not aware of their infection to new transmissions. In addition, the public should be made to realize that effective treatment, although not curative, exists for HIV infection and that this treatment is associated with substantial improvement in survival and quality of life. It is now clear that treatment has an additional public health role as it provides protection for sex partners of HIVinfected persons who themselves are not HIV infected. 45 Education should also involve making the public aware of how HIV is diagnosed and reported to state health departments, the confidentiality of testing, and the implications of a positive result on health insurance coverage and employment.
Systemic Barriers
A variety of systemic issues at the facility, state, and national levels have been identified as barriers to universal HIV screening in health care settings.
Systemic Barriers at the Facility Level. The CDC recommendations to perform HIV screening asks most health care providers to change their traditional way of thinking. Conventionally, a patient's presenting illness has always been the focus of the limited time and resources available. Asking the physician to consider, offer, and order what may be a completely unrelated laboratory test can be seen as intrusive and unwelcome. In fact, physicians cite that lack of time is the leading reason they have been reticent to implement HIV screening in their practices. 33, 36 Health care professionals' concerns about adequate time relates to obtaining written consent before testing each patient for HIV and time to counsel and discuss the implications of a positive or equivocal HIV test result with their patients. This was a particularly important issue to physicians in emergency departments and urgent care settings, where many physicians averaged 10 minutes per patient visit. 46 Further concerns arose that time and resources would be needed to train staff and develop protocols in each health care setting to initiate HIV testing. 47 
HIV SCREENING IN THE HEALTH CARE SETTING
Conventional HIV testing requires a blood test that may take 24 to 48 hours for results to return in clinical settings. Therefore, after an HIV screening test is performed in a health care setting, a patient must return or be called for results of the test. A rapid test might alleviate this barrier; however, especially in high-volume settings, rapid tests can be labor intensive and disrupt patient flow. Even if a rapid HIV test is used, a preliminary positive result requires a confirmatory test, typically Western blot analysis, which takes several days for results to be returned. To overcome these barriers, some highvolume emergency departments have used opt-out screening and conventional (nonrapid) testing technology to screen all patients who have blood collected by batching the blood hourly. 48 Linkage-to-care concerns are enhanced in the scenario in which a patient is diagnosed as having HIV after being screened in a health care setting but does not seek HIV care. 49 In one study, only 48% of patients sought HIV care within 3 months of their HIV diagnosis, with 22% not seeking HIV care at 12 months. 50 Possible reasons an HIV-infected individual would not seek follow-up HIV care are complex and may include lack of health care insurance, mental illness, substance abuse, lack of sophistication maneuvering through the health care system, and denial of HIV status. 51 This dichotomy between prevention and care remains a significant hurdle for health care workers who do not have the infrastructure needed to follow up on HIV test results and ensure that all HIV-positive patients are referred for HIV care. 47, 52 The current CDC recommendation for HIV screening in the health care setting does away with many of the facility-and physician-level systemic barriers, such as the need for counseling and separate written informed consent. However, it does not remove all the barriers, perceived or otherwise, associated with the mechanics of ordering tests, as well as interpreting and reporting test results, or informing patients of their test results. Solutions to overcome these barriers include full integration and incorporation of HIV testing into standards of care and standard clinic operating procedures. All relevant staff in the facility must be engaged and participate in this practice. Clinical informatics solutions have been found to be useful in enabling and accelerating integration of HIV testing into the clinic work flow by identifying eligible patients and prompting clinicians to order the test. These informatics solutions can also be used to facilitate linkage for those found to be HIV infected and increase overall program efficiency. 34 Legislative and Legal Barriers. The legal implications of HIV screening continue to make health care providers anxious. 33, 36, 52 Although national recommendations influence state law, HIV testing laws remain under state jurisdiction. Given that most health care professionals are not directly involved in providing HIV care, many would not be familiar with state laws pertaining to HIV testing. Physicians have expressed concerns about their legal obligation to document consent for HIV testing, to adequately counsel patients before testing, and to ensure that patients receive the test result and, if positive, are linked to HIV care. There is also a general sense of insecurity regarding partner notification and the physician's legal roles and obligations. 52 Because HIV screening programs must comply with state laws about HIV testing, physicians should have a clear and easily accessible source of information about state laws relevant to their practice. The Compendium of State HIV Testing Laws from the National HIV/AIDS Clinicians' Consultation Center provides state profiles of key HIV testing laws and policies and is updated periodically. 53 However, revisions depend on input from individuals or knowledge about newly passed legislation, and, as a result, the information may not always be up-to-date. It would facilitate testing substantially if such information were provided by each individual state department of health with clear and unambiguous language and were posted prominently in all relevant clinical facilities. Note that many states have made changes in their laws to make them compatible with the CDC recommendations, and, at present, HIV testing laws no longer present a barrier to routine screening for HIV in the clinical setting in nearly all states.
Cost and Cost-effectiveness of HIV Testing. The cost of HIV testing is another perceived barrier to HIV screening. There is a considerable amount of uncertainty about insurance coverage for HIV screening. Many health care professionals are concerned that HIV testing will not be reimbursed by insurance or that funding is not available to support each patient's test. 54 In fact, lack of funding or reimbursement for HIV testing was listed as a major reason by community health care professionals for not performing HIV screening on their patients. 33, 36, 52 There was also a worry that the health care system in the United States would not be able to bear the burden and cost of caring for increased numbers of people being diagnosed as having HIV infection. 55 What these physicians may not fully appreciate is the substantially increased cost of care for patients diagnosed late in the course of their HIV disease and the increased societal costs of additional cases of HIV when people with undiagnosed infection spread HIV to their partners.
Medicaid currently allows coverage for routine HIV screening in the clinical setting as recommended by the CDC. However, it is considered an optional service, and each state chooses whether to cover it in their Medicaid program. The US Department of Health and Human Services accepted the recommendation of a recent Institute of Medicine report that private insurers be required to cover annual HIV counseling and screening for sexually active women at no cost.
Some health insurance plans do not cover routine HIV screening. Instead, these plans cover HIV tests for patients with known or perceived risk factors (eg, MSM and IDUs) and for patients who show symptoms of AIDS. In 2008, California became the first state to mandate that private insurers pay for HIV testing even when it's not related to a patient's primary diagnosis during a medical visit. Cost-effective is not the same as inexpensive or cost saving. Cost-effectiveness analysis attempts to provide information on the relationship between resources expended on 2 or more alternative health interventions and health outcomes resulting from these interventions. This relationship or ratio (the difference in costs over the difference in effectiveness) is commonly expressed as cost per quality-adjusted life-year (QALY) saved. Several studies on the costeffectiveness of HIV screening have been published. These studies have found that the cost-effectiveness of HIV screening compares favorably with that of other health interventions that are accepted as good uses of resources. 56 Annual mammography screening of all women in the United States aged 40 to 80 years was associated with a cost of $40,000 per additional QALY, 57 whereas the cost-effectiveness of HIV screening was estimated to be $41,736 per QALY. 58 Furthermore, HIV screening has been demonstrated to be cost-effective across a variety of risk groups and age ranges, whether conventional or rapid testing was used, and in populations with low HIV prevalence. [58] [59] [60] [61] [62] [63] [64] Part of the solution to overcoming the perception of cost or cost-effectiveness as a barrier to HIV screening is education. In addition to emphasizing the benefit of testing to the individual and the public, physicians, policy makers, and the public should be made aware that screening for HIV has been shown to be cost-effective, even with a prevalence as low as 0.05% to 0.1%. 47, 54, 63 The issue of insurance coverage for HIV testing needs to be addressed at a national level legislatively, through revision of the US Preventive Services Task Force (USPSTF) recommendations, or both.
Conflicting Recommendation From the USPSTF Although the revised CDC recommendations were endorsed by many professional societies and organizations, such as the American College of Physicians, the American Academy of HIV Medicine, and the HIV Medicine Association, endorsement has not been universal. Critically, the USPSTF reiterated in 2007 its 2005 recommendation on HIV testing declaring that the USPSTF did not find enough evidence to recommend for or against routine HIV screening in the general population (a "C" recommendation). 65 This USPSTF recommendation is important because coverage and reimbursement for preventive services under Medicare, and most private insurance depends on the level of USPSTF endorsement. Currently, an "A-" or "B-" level USPSTF recommendation is required for coverage and reimbursement for preventive services under Medicare. The discrepancy between the CDC and USPSTF recommendations has also confused physicians and the general public. What many do not realize is that both agencies, despite the differing recommendations, actually agree on most issues that pertain to HIV testing; both acknowledge that targeted screening would miss many infected persons and that identification and treatment of asymptomatic HIV infection can result in marked reduction in clinical progression and mortality. The primary difference seems to be differing conclusions about the strength of the data regarding the effect of routine testing on HIV transmission. In recent years, evidence documenting the impact of antiretroviral therapy on reducing HIV transmission, so-called treatment as prevention, has been accumulating. A landmark study, the HIV Prevention Trials Network 052 (HPTN 052) clinical trial, reported that antiretroviral therapy reduced the risk of heterosexual transmission by 96%. 30 However, the results of the HPTN 052 cannot be applied unless HIV-infected individuals are identified and linked to care and treatment. 66 Evidence supporting earlier initiation of antiretroviral therapy has also emerged, leading to updated treatment recommendations from the Department of Health and Human Services and others. This potentially invalidates one assumption in the evidence model used by the USPSTF in 2005 as a basis for their recommendation: antiretroviral treatment would be initiated only at CD4 T-cell counts of less than 200/L. The USPSTF is currently reconsidering its recommendation on routine HIV screening. 67 
CONCLUSION
The benefits of antiretroviral therapy are undisputed; it substantially reduces illness and death attributed to HIV infection. In addition, the HPTN 052 clinical trial showed that antiretroviral therapy prevents the transmission of HIV to uninfected sexual partners from HIV-infected persons receiving treatment. There is also emerging data supporting that earlier initiation of antiretroviral therapy results in improved outcomes for the individual and commu-nities. These benefits of antiretroviral therapy are not available for HIV-infected individuals who have not yet been diagnosed as having HIV infection. A fifth of the 1.2 million people estimated to be living with HIV in the United States remain unaware of their infection and contribute disproportionately to the overall transmission of HIV. The CDC's revised recommendations for HIV testing for adults, adolescents, and pregnant women in health care settings are intended to facilitate the reduction of HIV transmission in the United States by removing barriers to providing HIV testing. Although implementation of these revised recommendations has been limited by a variety of real and perceived barriers, these barriers are not insurmountable. With appropriate education of the public and physicians, and with the involvement of all stakeholders at national, regional, state, and community levels, it is hoped that one of the primary goals of the National HIV/AIDS Strategy, reducing the number of people who become infected with HIV, will soon be achieved.
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